Psychiatric disorders have a high prevalence in medical and surgical patients and the need for an effective liaison psychiatry service is widely accepted. However, the development of liaison psychiatry may be jeopardised by the trend towards establishing psychiatric facilities in the community rather than in hospitals. Alternative methods of funding may need to be established if the future of liaison psychiatry is to be safeguarded.
INTRODUCTION
The pattern of care for the mentally ill has been described as having a cyclical nature': Whatever the pattern prevailing at anyone time it is reasonably certain that it has been tried out somewhere before, probably several times over the centuries. As far as the role of the general hospital is concerned the pattern is more tidal than cyclical, ebbing and flowing according to prevailing fashion and, increasingly, to the received wisdom from politicians and civil servants.
TOLERATION, ALIENATION AND INTEGRATION
Segregation of mentally ill patients from the physically ill did not occur in medieval hospitals, such as they were. Everyone was treated together. The management of mental illness was seen as having a legitimate place in medical practice. This clearly reflected an attitude of toleration. Psychiatry had a presence in the general hospital even though it had not yet become differentiated as a specialty within medicine, having its own field of interest and methods of treatment.
This enlightened attitude of toleration persisted into the 18th century when hospitals supported by public subscription were opened in London and the larger provincial cities-. Many made special provision for lunatics with designated wards or buildings. There were few separate hospitals for the mentally ill, the Bethlem and St Luke's Hospital in London being the best known, and one can only assume that the great majority of the mentally ill were accommodated in prisons or workhouses or remained in the community.
The tide went out for general hospital psychiatry in the 19th century with the establishment of separate asylums in rural settings remote from the populations they served. Psychiatry became segregated geographically and intellectually from the rest of medicine", acquiring an image of alienation. Indeed by the latter half of the century doctors who treated mental diseases had become known as alienists.
Royal Free Hospital, London NW3 20G, England SECTION OF PSYCHIATRY. 12 OCTOBER 1995 According to Slater and Roth" 'whoever took up psychiatry was considered a failure, a man unable to make his way in medicine or surgery'. Psychiatric practice was mainly concerned with psychotic illness and dementia while the management of patients with neurotic disorders such as hysteria, neurasthenia, and hypochondriasis was in the hands of physicians, particularly neurologists.
The early 20th century saw the recognition of psychiatry as a significant area for medical education. The need to provide clinical experience for medical students promoted the establishment of small units in general teaching hospitals so psychiatry gradually became incorporated into the main body of medicine once more. However, it had little more than a token presence. Most of these units provided an outpatient service only. Few had access to inpatient facilities and most of psychiatric practice continued to be located in distant asylums. However, these fledgling units established a foundation on which liaison psychiatry could develop.
A growing recognition of the high prevalence of psychiatric illness among medical and surgical patients increased the demands for psychiatric expertise in diagnosis and management. Responding to these demands has been made easier by the decision, adopted with varying degrees of enthusiasm in different regions, to locate district psychiatric services in general hospitals. These services incorporated the entire range of psychiatric facilities, outpatient, inpatient and day hospital units, and brought into the general hospital the related professional disciplines of psychology, occupational therapy and psychiatric social work. This has been the era of integration. Early doubts as to whether a district service could be organized in this manner have now been overcome, provided the appropriate support services and an adequate number of beds are available.
If psychiatry is to enhance its status as a medical discipline it must have a significant place in the general hospital and medical school. The stigma of psychiatric illness is reduced when patients are treated in a general medical environment and the influence of psychiatry can benefit the functioning of the institution as a whole.
The general hospital is an important source of entry into mental health services. In a Manchester stud y 5 approximately one-third of patients entering psychiatric care did so via general hospital doctors or casualty departments. Those presenting first to a casualty department had the shortest of all routes to psychiatric care, probably because of the urgent nature of their problems, two-thirds of which were associated with self-harm.
CLINICAL PROBLEMS IN LIAISON PSYCHIATRY
The range of clinical psychiatric problems observed in the general hospital differs from that seen in community or psychiatric hospital practice. The liaison psychiatrist needs to acquire diagnostic skills in specific areas of psychiatry and to demonstrate the effectiveness of psychiatric intervention.
Attempted suicide
This is a crucially important topic. The increasing incidence of attempted suicide in the 1960s and 1970s ensured that it became one of the commonest reasons for admission to medical beds in British hospitals. Government recommendations that all patients should have a psychiatric assessment provided an important role for the psychiatrist. Most liaison services began life as a service for patients who had attempted suicide and in poorly staffed units this still accounts for the bulk of the psychiatrist's work in the general hospital.
We know that many people who kill themselves have made previous attempts; accurate identification and better treatment of high risk patients should therefore contribute to the reduction of the suicide rate, listed as one of the targets for mental health in the British government's publication Health ifthe Nation", High risk factors for subsequent suicide include a previous suicide attempt, liVing alone, lower social class, unemployment, previous inpatient psychiatric treatment and substance misuse7,8. A strategy for suicide prevention should be directed at those who attempt suicide, and with young patients particular emphasis should be given to improving links between the general hospital and services for drug and alcohol misuse. A well organized service for managing patients after a suicide attempt should be a fundamental requirement in all general hospitals. Experienced nurses and social workers may be the key professionals involved in assessing patients and coordinating their future care but the overall clinical responsibility for the service should be in the hands of one designated consultant psychiatrist.
Physical and psychiatric co-morbidity
This association is well established", Patients identified as being psychiatrically ill have an increased prevalence of physical disorders and a high utilization of medical facilitiesI 0. The reverse is also true; patients discharged from general hospitals are more likely than controls to use psychiatric services in the 12 months preceding and following the admissionII. This co-morbidity covers a wide range of psychiatric disorders, especially delirium and affective disorders. It reflects the fact that various psychiatric disorders increase susceptibility to physical illness; it also reflects the pathogenic effects of physical illness on psychological health, either by alteration of cerebral physiology or via the emotional impact of illness, precipitating depression or an anxiety disorder.
The co-morbidity greatly increases the distress of illness, prolongs its treatment and delays full functional recovery. Treatment of psychiatric disorders associated with physical illness should be an important element of good clinical practice. Regrettably these disorders are under-diagnosed and undertreated because they are often considered an inevitable consequence of physical illness. Such a view is no longer defensible; there is accumulating evidence that various treatments are effective in ameliorating psychological symptoms in the physically ill. Anti-depressant medication has been shown to improve depressive symptoms following stroke 1 2 and breast cancerl '. Brief problem-oriented cognitive behavioural treatment reduces the psychological distress associated with cancerI 4 , and group psychotherapy may increase survival time15.
Somatization
The presentation of psychiatric illness with somatic symptoms accounts for between 25% and 50% of new attendances at some medical clinics!". Those patients are often extensively investigated, at substantial cost. They experience considerable disability and they run the risk of developing a recurrent cycle of complaints, medical consultation and invalidism if their psychiatric problems are not recognized and treated adequately. Most of these patients present initially with acute symptoms of short duration. If the appropriate history is taken at that time these symptoms can be recognized as the somatic manifestations of a depressive illness, panic disorder or phobic anxiety disorder, all of which are eminently treatable. The best therapeutic results are obtained when the true nature of somatization is recognized in its early stages, thus preventing unnecessary investigations and the development of a chronic pattern of abnormal illness behaviour.
Psychiatric illness is especially common in certain clinical presentations, notably irritable bowel!", chronic fatigueI 8 , hyperventilation 19 and facial pain?". Several intervention studies have demonstrated the value of pharmacolopical/" and psychologicaJ21-23 methods of treatment even when symptoms have been present for several years.
Pregnancy and the puerperium
Contrary to widespread belief among doctors there is an increased incidence of psychiatric illness in pregnancy24. Much of this is of mild severity, responding to support and counselling and not requiring expert psychiatric intervention. More difficulty arises in women with a previous history of psychiatric disorder, especially those with a chronic affective or schizophrenic illness who are taking maintenance psychotropic medication when they become pregnant. A careful evaluation is required to weigh up the possible harmful effects of the drugs on the fetus against the risk of relapse if medication is withdrawn. Most psychiatrists avoid prescribing psychotropic drugs during the first trimester, but if medication is withdrawn there should be regular monitoring to permit early detection of relapse.
Following delivery the incidence of psychiatric disorder rises sharply24,25. At least 50% of women develop transient lability of mood, the postpartum 'blues'. A depressive illness of a non-psychotic type develops in 10-15% and is usually becoming evident by the time of the postnatal visit six weeks after delivery. A more dramatic puerperal psychosis, either affective or schizophrenic, develops in approximately 0.2% of women; the psychotic symptoms usually begin within 2 weeks of delivery and nearly always require the mother's admission to a psychiatric ward. Admission with the baby to a special mother-and-baby unit is often more acceptable to the mother but such units are not available outside large cities. The risk of a recurrent psychotic illness in later pregnancies is at least one in five; many women now request psychiatric supervision during and after subsequent pregnancies and there is much to be said for establishing regular psychiatric clinics in maternity departments to facilitate referral and treatment/".
Drug and alcohol problems
These are also common problems in general hospital practice. For example 25% of male medical inpatients have a current or previous alcohol problem and in approximately half their medical illness is related to alcohol/", The list of illnesses which alcohol can induce is extensive. Virtually any organ in the body can be damaged by alcoholic excess. There is a strong case for developing a counselling service for problem drinkers in all large general hospitals. Straightforward advice about harmful patterns of drinking and safe levels of consumption can reduce problems related to alcohol and improve health 28. Problems related to drug misuse are particularly encountered in accident and emergency departments/? and in clinics treating patients with HIV infection. There should be easy lines of referral to local drugs advisory services; inpatient detoxification is required for some patients.
Acute behavioural disturbance
Various acute behavioural problems present III general medical practice-", often in the accident and emergency department. These typically involve dangerous behaviour, either to other people or to the self. Two crucial concerns for the psychiatrist are, first, to establish whether the patient is psychiatrically ill and, second, whether the behaviour results from an organic cerebral disorder or a functional psychosis. Casualty staff are entitled to expect prompt assistance from psychiatrists in diagnosing and managing behaviourally disturbed patients. In return psychiatrists should be provided with specially allocated private accommodation to assess patients. All casualty departments should have access to psychiatrically trained nursing staff to help manage these patients.
Psychiatrists are also being involved in treating victims of violence who may present with the behavioural manifestations of an acute stress reaction following rape or other assault. Prompt intervention with counselling and anxiolytic drug therapy may prevent the subsequent development of post-traumatic stress disorder.
THE PLACE OF PSYCHIATRY
With such a range of psychiatric problems among medical patients and, more importantly, a wealth of evidence supporting the effectiveness of psychiatric treatment, the future of liaison psychiatry seems assured. The publication in 1995 of a report on The PsycholoBical Care if Medical Patients by the Royal College of Physicians and the Royal College of Psychiatrists-! was a landmark in the evolution of liaison psychiatry. It signified official recognition by both colleges of the role psychiatry has to play in medicine in the wider sense. I should emphasize here that resistance to the development of psychiatry in medicine has, in the past, come as much from psychiatrists as it has from physicians, perhaps more so. To quote Slater and Roth" again:
Psychiatry is not only being split into a number of schools, but is also being divorced from the parent science of medicine. There are indeed psychiatrists who, so far from regretting the split, clear-sightedly do what they can to widen it.
The report recommended that purchasers should ensure they commission acute medical services in units which include a consultant-led liaison psychiatry service. There were also recommendations about staffing levels and the range of services needed. At least five consultant sessions per week should be available. In large hospitals with several specialized departments a full-time consultant liaison psychiatrist post should be established; other staff should include two clinical nurse specialists, a clinical psychologist, a social worker and one or more trainee psychiatrists. A counselling service for alcohol problems should be developed and a service for deliberate self-harm should be established in accordance with the guidelines of the Royal College of Psychiatristsl/. Medical wards and accident and emergency departments need rooms which are sufficiently private, safe and furnished to facilitate interviews covering psychological and sexual problems and assessment of suicide risk.
However, there are some potential obstacles to consolidating psychiatry's place in medicine. Purchasers of services are becoming more hard-nosed about what they will agree to purchase. Outcome measures are going to be scrutinized carefully and it will not be sufficient to advocate that a particular treatment must be purchased because it has been shown to be effective in improving someone's mental state. Issues such as reducing costs, shortening length of stay, and improving physical well-being must be taken into account.
The claims of psychiatry will have to be kept in proportion and supported by evidence that will convince purchasers. Adequate record keeping must be established to allow regular audit of the service with particular emphasis on evidence of improved psychological and social outcome after psychiatric intervention and the effectiveness of management of patients after deliberate self-harm. Not only are we entering the era of evidence-based medicine; we are going to have to contend with evidence-based purchasing. Resources may be diverted away from hospitals, with an emphasis on treating chronic psychiatrically ill patients in the community. Will purchasers agree to fund treatment of sexual dysfunction, body image disorders, irritable bowel syndrome or psychological pain or will they regard these as having low priority?
CONSULTATION OR LIAISON?
Should the service be a consultation-style practice, providing an expert diagnostic opinion and advice on management at the request of another health professional? Or should it involve closer liaison, with the psychiatrist becoming an integral member of the clinical team and taking an active role in screening and identifying patients with psychiatric disorders which would benefit from treatment? Most psychiatrists in Britain provide a consultation-style service although more regular contact is inevitably established with certain units, particularly those whose patients are known to have a high prevalence of psychiatric morbidity. Few British hospitals possess a multi-disciplinary team of the size recommended by the Royal Colleges; the number of available psychiatrists simply does not permit close liaison with more than a few clinical units whose leading clinicians have shown a willingness to collaborate with psychiatrists. Although liaison of this type increases the number of referrals B the evidence of its effectiveness has not yet been established 3 +,35. 
FRAGMENTATION AND FUNDING
Another development which threatens psychiatry's place in medicine is the inclusion of mental health services in community trusts, separate from general hospital trusts. Ironically the recognition of liaison psychiatry is occurring at a time when psychiatrists are being encouraged to move out of the hospital and establish treatment facilities in the community. This process of fragmentation represents the ebbing of the tide again, a process which, in administrative terms, resurrects a Cartesian dualism which we thought had been safely buried. If this retrograde step is pursued widely, liaison psychiatry services may be stranded, not ,knowing where to turn for support.
Mental health resources are increasingly being channelled towards maintaining chronically psychotic patients in the community. In this climate the psychological needs of medical and surgical patients run the risk of being neglected. Indeed liaison psychiatry was ignored completely in the recent Audit Commission's report on mental health services'". Community psychiatry trusts may continue to give liaison psychiatry a low priority when they are faced with repeated publicity highlighting the casualties of community care.
Adequate funding for developing liaison psychiatry is unlikely to be provided by community trusts. The Royal Colleges recognize this and recommend that liaison psychiatry be funded as part of the costs of each medical directorate. However, they assume that liaison psychiatry would continue to be managed with other psychiatric services. Clearly it is important for psychiatrists and other members of the liaison team to maintain close links with their professional peer group but such a managerial arrangement is unlikely to work effectively. Management and funding should remain within the same directorate and, in the case of liaison psychiatry, the optimum arrangement would be for the service to be funded and managed by the directorate whose patients benefit most from improved psychological care. Clinicians in certain specialties, particularly those involved in AIDS, cancer, transplantation and obstetrics, are rightly demanding better psychiatric treatment for those of their patients who are mentally ill. These demands must, however, be matched with increased financial contributions, commensurate with the extent of the psychiatric involvement required. When contracts are placed for these and other services, purchasers need to recognize that funding must allow for the provision of a
